A 34-year-old male patient with no relevant medical history presented at the hospital with facial erythema and desquamation accompanied by a pruritic sensation that had appeared two years before. He had been treated with topical corticosteroids and pure aloe vera for a long time. Physical examination revealed facial keratotic scaly changes with a faint erythematous background on both cheeks and the frontotemporal area (Figures 1,2) . At polarized-light dermoscopy, Demodex tails and Demodex follicular openings, erythema and non-specific scales were observed (Figures 3, 4, 5) . We performed a cyanoacrylate standardized skin surface biopsy (SSSB) in the cheek involved, and the microscopic examination confirmed the presence of multiple viable Demodex mites ( Figure 6 ). Topical steroids were tapered, and aloe vera was discontinued. The patient was given ivermectin 1% cream at night, and a significant improvement was seen after two weeks (Figures 7, 8).
Demodicidosis is a common infestation and should be considered in the differential diagnosis of recurrent or recalcitrant perioral dermatitis or rosacea-like eruptions of the face. We report on a 34-year-old male, who presented with facial erythema and desquamation accompanied by a pruritic sensation. Dermoscopic examination revealed Demodex tails and Demodex follicular openings, both specific features of this entity. Microscopically, standardized skin surface biopsy test was pathogenic and the patient had positive response to anti-demodectic drugs.
To our knowledge, a few reports of the dermatoscopic features of demodicidosis have been published in the literature. Dermoscopy offers a potential new option for a real-time validation of Demodex infestation and a useful tool for monitoring treatment.
ABSTRACT
Observation | Dermatol Pract Concept 2017;7(1):6 follicles become heavily infested, or when the mites penetrate the dermal tissue [1, 2] .
Clinical manifestations include a group of eruptions known ectoparasitic mite, involving mainly the face and head.
Although it is controversial, this mite is thought to play a pathogenic role in humans. Symptoms may develop when the applying topical corticosteroids for a long period, so we concluded this was a case of secondary DD due to topical steroid therapy [3] .
The most important differential diagnoses are papulopustular or erythematotelangiectatic rosacea and seborrheic dermatitis (Table 2) . Folliculitis, perioral dermatitis, contact dermatitis and acne can also be included [4, 5] . The density of Demodex mites can be studied by SSSB, potassium hydroxide examination, skin biopsy, or a combination of these. SSSB is considered to be the gold standard for diagnosis; with this method, the superficial parts of the horny follicle layer are collected and live mites can be observed on microscopic examination. A density of more than 5 mites/ follicles or 5 mites/cm2 of SSSB specimen is considered to be pathogenic [7] . 
Erythematotelangiectatic rosacea
Linear vessels characteristically arranged in a polygonal network
Papulopustular rosacea
Linear vessels characteristically arranged in a polygonal network Follicular pustules
